Access to health care is an important human right, which is protected by both international and domestic legislation. Equal access to comprehensive and quality health care is essential for enhancing and maintaining quality health, preventing and managing diseases, and reducing unnecessary disability and premature deaths. [1] [2] [3] [4] Persons with disabilities require unrestricted access to health care to enrich their lives and facilitate their full inclusion in all areas of society. Particularly, persons with disabilities live with impairments, which partly affects their participation in social activities. 5 In view of this, the World Health Organisation 5 and the United Nations
Convention on the Rights of Persons with Disabilities 6 exhort states to make provisions in their legal documents for promoting equal access to quality health care for persons with disabilities. Ghana has signed these international conventions and has passed legislation such as the Disability Act, which makes it obligatory for the government to make provisions for persons with disabilities to access health care. 7 However, many studies have reported that persons with disabilities encounter barriers in their efforts to seek health care. [8] [9] [10] [11] [12] Unfortunately, the experiences of children and adolescents with disabilities regarding access to health care are less explored in the literature. Thus, the aim of this study was to explore the barriers and health care needs of young deaf adolescents (YDAs).
Deaf people are distinguished from the hearing population by their unique communication and their distinctive communication system, namely sign language, which make them different from other disability categories. [13] [14] [15] Thus, one has to be proficient in sign language to understand deaf people's needs and to participate in their world. According to the 2010 Population and Housing Census of Ghana, deaf persons were estimated to number 100 000 of the disabled population of 737 743. 16 This means that deaf persons constitute a sizeable number of the disabled population generally, whose needs should be taken into consideration in the provision of basic services, such as health care. In the Ghanaian context, few studies have reported on deaf persons and their access to health care services. For example, Mprah [17] [18] [19] [20] reported that deaf persons have limited knowledge of sexual and reproductive health issues because of communication barriers and lack of information about reproductive health. The mass media, especially the television stations, do not provide accessible information to deaf persons. 13, 15, 20 Additionally, many deaf persons have low literacy, and, as such, are unable to read from newspapers or other electronic news outlets for health information and best living habits. 19 It is apparent that these barriers encountered by deaf persons may contribute to their vulnerability to diseases and poor health habits in societies. It is unclear whether YDAs encounter similar barriers in their attempts to access health care.
It is not only deaf persons who encounter barriers to health care in Ghana; it appears that many persons with disabilities are at risk of exclusion from health care. Empirical studies have reported that persons with disabilities face significant barriers in their efforts to access health care. [21] [22] [23] These barriers include poverty, stigmatisation, inaccessible transportation, inaccessible sexual health information, and lack of knowledge about health facilities. [24] [25] [26] [27] [28] Studies have reported that health professionals abuse persons with disabilities seeking health care.
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For example, Ganle et al 2 reported that women with disabilities who sought maternal care were mocked, labelled, and insulted by some nurses, who were even shocked to see them pregnant. The negative attitudes towards persons with disabilities emanate from cultural interpretations of the causes of disability and ignorance about issues of disability. [30] [31] [32] Poverty has also been found to be a barrier to health care for persons with disabilities, which has been attributed to the high rate of unemployment among persons with disabilities. 33 Consequently, many persons with disabilities are unable to afford the cost associated with health care. 9,10 Although the country has a National Health Insurance Scheme, which is supposed to mitigate the cost of health care for poor people and the disadvantaged, the scheme does not cover all treatments, and individuals seeking treatment are expected to bear the cost.
10
Interestingly, the barriers encountered by deaf persons in Ghana are similar to what has been reported in other contexts. For instance, in the UK 4 and in South Africa, 34 it was found that deaf women were unable to communicate effectively with health professionals due to the lack of sign language interpreters at health facilities. In the US, Barnett, McKee, Smith, and Pearson, 35 and Harmer 36 reported that deaf persons were unable to read doctors' prescriptions and could not ascertain their health conditions. While these studies provide essential information on deaf persons' access to health care, they do not provide information on the barriers YDAs encounter when accessing health care.
| THEORETICAL RESOURCE
This study was grounded in critical disability studies, which provide a useful framework to understand the experiences of YDAs who took part in this study. Particularly, as a result of systematic discrimination and oppression against persons with disabilities, it has been argued that they will be in a better position to assess their day-to-day experiences in societies. 37 Hosking 38 outlined seven thematic components of critical disability studies that can be used as lenses to document the lived experience of persons with disabilities. These are as follows: transformative politics, valuing diversity, language, the social model of disability, multidimensionality, valuing diversity, and rights and voice. For the purposes of this study, one component of Hosking's 38 thematic areas, that is, the right to health and giving voice to YDAs to express health needs, was adapted.
Although the United Nations Convention on the Rights of the Child recognises children as right bearers, whose needs should be given consideration in policymaking and planning, few studies have documented their health care experiences. In fact, in a Ghanaian study, Gregorius 39 argued that children and youths with disabilities are usually not involved in scholarly research as participants but as "objects" that are studied. To the best of the knowledge of the researchers, few studies have attempted to assess the experiences of children and young persons with disabilities in terms of access to health care. The reality is that they are not given the chance to share their experiences, as parents or guardians speak on their behalf. 39 In order for society to understand their concerns and needs, they ought to be given the opportunity to share their views about the health system. In the opinion of the researchers, being a child with a disability does not mean that their rights to adequate health care should be denied. Indeed, the American Academy of Paediatrics, the American Academy of Family Physicians, and the American College of Physicians-American Society of Internal Medicine 40 have recommended that all persons with disabilities, including YDAs, should be provided with services that suit their specific needs. In this study, the researchers recognised YDAs as right bearers who can express their health care experiences and needs.
38, 39, 41 Elsewhere, many studies have documented the accessibility of health facilities to and the needs of hearing adolescents. It has been reported that they are uncomfortable visiting health facilities due to poor services provided to them. [42] [43] [44] Particularly, hearing adults have reported that health care systems do not cater for their needs, since there are no facilities assigned to them. 45 For instance, they are concerned about their privacy because services are pro-
| Study participants
The target population for this study was in-school adolescents and young adult deaf persons at the Ashanti School for the Deaf in Ghana. We used the Ashanti School for the Deaf as our study site because we were looking for YDAs who are fluent in the use of Ghanaian Sign Language (GSL). The school is the only school for the deaf in the Ashanti
Region and is close to the researchers. Since one must have a formal education to use GSL, the school was the best place to get participants within the required age brackets. We collected data from only the junior high school (JHS) (Grade 7-9) pupils in the school.
A total of 67 pupils participated in this study. Table 1 summarises the demographic characteristics of the study participants. Regarding sex, 66% of the participants were boys. Twenty-four percent of the participants were in the lowest age bracket, while 43% were in the highest age bracket. The mean age of the participants was 15 years.
| Data-collection procedure
The Human Ethics Review Committee at the School of Medical Sciences, Kwame Nkrumah University of Science and
Technology approved the study and its protocol. After approval was obtained, formal permission was sought from the school authorities. Due to the age of some of the participants, the school authorities directed us to inform parents/guardians of the pupils, whose contact information was made available to us. A standard text message was sent to all the parents/guardians, who were asked to indicate in a reply text their approval for their children to participate. Those who wanted more information on the project called the researchers for clarification. At the time of data collection, there were 206 pupils at various stages in JHS. However, only 67 parents/guardians and their children consented to participate in the study.
Since sign language is the means of communication of the respondents, three teachers in the school, who are fluent in sign language, volunteered to assist in data collection. Because we did not want to disrupt academic work, we collected the data on each day after school. On the day of the data collection, the selected participants were gathered in one classroom, where the teachers explained the objectives of the study to them and informed them that their participation would be voluntary and that they had the right to withdraw from the study without incurring any consequences. All the selected pupils signed written informed consent for their participation.
| Data collection and analysis
A four-part questionnaire, made up of 31 items, was developed using information from the literature 4,9,15,17,20,36 to collect data from the respondents. The data were collected in July 2016. Afterwards, the instrument was tested with 14 pupils in a different deaf school. The Cronbach's alpha value from the pilot study was 0.975, which underscored the reliability of the instrument used for data collection. Questionnaires were distributed to the respondents, and the teachers assisted those who experienced difficulty completing it.
The first part of the questionnaire elicited data on the demographic characteristics of participants, which included their gender, age, level of education, religion, and ethnicity. Part 2 of the questionnaire contained items on general access and factors influencing the decision of respondents to go to a particular health care facility. Part 3 of the instrument covered barriers to health care, and participants were asked to rank their responses on a four-point Likert scale, with options ranging from "extremely difficult" 1 to "not difficult"
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. The last part of the questionnaire comprised 15 statements expressing needs, and participants were asked to indicate either "yes" or "no" for each of the statements. The designed instrument was shared with some experts in deaf studies to assess its suitability for the study. The comments from the various experts were incorporated in the final instrument.
The survey data were entered and analysed by the first author, using the Statistical Package for the Social Sciences, version 21. There was a serious violation of the assumption of normality, and based on Field's 51 and
Pallant's 52 argument that in the event of a violation of this assumption, researchers could consider reporting description statistics and non-parametric tests, we reported descriptive statistics and non-parametric tests. To answer research question 1, percentage scores for each item and means were reported. To answer research question 2,
we computed a chi-square test of association, to ascertain the relationship between gender and access, barriers, and needs of participants.
4 | RESULTS
| Access and decision-making
In all, 43% of respondents indicated that access to health care was "not difficult," while 10.6% did not know. Over 50% of the male respondents mentioned that health care services were accessible to them, while only 27% of the girls indicated that they had easy access to health care services. This suggests that female respondents generally found it more difficult to access health care services than their male counterparts. On decision-making to access health care, over 70% of participants stated that their parents made the decision for them; slightly more girls (77.27%) than boys (75.56%) indicated that their parents made the decision. On what would influence their decision to seek health care from a particular facility, 51% of the respondents stated that they would choose a health care facility based on the friendliness of workers in the facility. However, more girls (65.22%) than boys (44.17%) indicated that they would visit a facility if the workers were friendly. Nearness to the health facility was the least significant e638factor that would determine their decision to choose a health facility (see Table 2 ). A chi-square test of independence indicated no statistically significant association between gender and accessibility (χ 2 (1, n = 67) = .51, P = .75, phi = .004).
| Barriers to participants
The greatest challenge that the respondents encountered when accessing health care was finances (62.69%), while the least significant challenge was getting directions (44%). This is somewhat inconsistent with participants' responses on factors that would influence their decision to choose a health care facility; although getting money was a major challenge, affordability would not be a factor in their decision to choose a health care facility. While having sign language interpreters (35%) was the greatest challenge for girls, getting money (36%) was the greatest challenge for boys. (1, n = 67) = .62, P = .81, phi = −.02).
| Needs of participants
Less than half of the respondents (37%) indicated that being able to communicate directly with health workers was important to them. Getting educated on health issues (30%) and being provided with quality treatment (27%) were also very important to the respondents. Support from teachers (3%) was the least important need. The most significant need for girls was receiving support from their family members (34.8%), while the most significant need for boys was being able to communicate directly with health workers (37.5%); support from teachers (3.4%) was the least significant need (see Table 4 ). A chi-square test of independence indicated no statistically significant association between gender and needs of participants (χ 2 (1, n = 67) = .36, P = .52, phi = .003). Access to health care is a fundamental right that every individual, irrespective of socio-economic background, is entitled to. This study explored barriers to health care for YDAs in one of the schools for the deaf in Ghana. The study was conducted from the perspective of critical disability studies, which stipulate the need for persons with disabilities to share their experiences on access to essential services in society. The study regarded YDAs as right bearers who can express their perspectives on accessibility of health care. The findings revealed that participants encountered challenges when accessing health care, and these include attitudinal challenges, communication challenges, and a lack of privacy. Also, both boys and girls expressed the need for health education for their development. The barriers faced by participants and their health care needs are similar to those of deaf adults, and even hearing youths. 45, 47, 50 Due to years of systematic discrimination against persons with disabilities, the American Academy of Paediatrics, apparent that a favourable environment should be provided to encourage persons with disabilities to discuss their personal issues with health care providers. In this current study, although participants indicated that it was not difficult for them to have access to health care, they mentioned privacy as an important health care need. Apparently, they were treated in an open space without being treated as individuals whose privacy ought to be respected. This may discourage them from accessing health care, as they will be concerned about lack of respect for their privacy.
Interestingly, previous studies have reported that hearing youths also have problems with privacy, as health professionals do not accord them this right. 45, 46 This finding is partially consistent with previous studies, which have reported that deaf persons are discouraged from accessing health care because of lack of privacy and consideration given to their needs by health care professionals. 4, 19, 53 If deaf persons have the right to access health care it means that professionals working in health facilities will understand and assist them when they visit these facilities. In this study, participants indicated friendly attitudes of health professionals as a major factor they will consider before seeking health care. This does not apply to only YDAs; it seems to apply to the disabled population generally. As reported in the literature, health professionals are not only intolerant of deaf persons, 17, 19 but also of the disabled population generally. 8,9 However, it may be an important issue for YDAs, who are more likely to be abused, due to negative perceptions about deaf persons in Ghana. For example, lack of understanding of deaf culture by health professionals would be perceived by deaf persons as disrespect and would consequently discourage them from seeking medical care. 4, 36 This finding is consistent with previous studies, which have found that deaf persons were victims of inappropriate gestures and lack of attention on the part of health professionals in addressing the problems faced by deaf persons. 4, 18, 36 Communication barriers between YDAs and health professionals could negatively impact on the quality of treatment being given to deaf persons. In this study, communication was indicated as a barrier, and participants appeared to express the need for improved communication with health professionals. It is important to reiterate here that sign language is only taught in special schools, and, as such, deaf persons face barriers in interacting with the public. As found in this study, decisions to access health care were made by the parents of YDAs, who may be proficient in the use of sign language. Apparently, the parents of YDAs may be their "mouthpiece," as they will be communicating with health professionals. However, it is unclear how parents are able to convey participants' grievances to health professionals. In fact, many parents with deaf children are unable to use sign language, leading to miscommunication and misunderstandings. 17, 19 Since there is a lack of qualified sign language interpreters working at public institutions, 54 participants could be denied quality health care. This finding is consistent with previous studies, which have indicated that poor communication between health workers and deaf persons was a major barrier to accessibility to health care. 4, 53 Likewise, poor communication with health professionals has been cited as a reason why young adults are reluctant to seek health care. 22, 44 Young deaf adolescents should have access to health education to enable them to be aware of their health status and to adopt best practices. 5, 40 Particularly, health professionals are a reliable source of provision of useful information and health management strategies to individuals in societies. However, in this study, it appears that health professionals were unable to perform this function, as participants indicated health education as one of their needs.
Perhaps, this could be as a result of communication barriers between participants and health professionals, because not be representative of the entire YDA population, as YDAs in other schools might have different opinions or experiences. Similarly, deaf children who are out of school and those who do not use GSL may have different experiences from those who are in school. Therefore, it will be interesting for future studies to focus on the health care needs of deaf children who are not in school. Despite these limitations, this study has made a substantial contribution to the literature and has included the experiences of YDAs when it comes to access to health and their health care needs.
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